Acute Pancreatitis 


Acute inflammatory process of the pancreas 


Associated with severe acute BBBERSBSESREEBESEII 
Oedematous or mild acute pancreatitis 
Necrotizing or severe acute pancreatitis 


LIPASE IS MORE SPECIFIC 


Diagnosis Suspected clinically, but Diagnosis requires: 


HX= Patient presents with upper abdominal pain, relieved by leaning forward that 


radiates to the back... and need one of the following. 
Biochemical (Lipase and Amylase) 
Radiologic (of pancreatic injury i.e pancreatic oedema, ducts dilated) 


Occasionally histologic evidence to confirm the diagnosis. (usually for post-morterm) 


Needs to be considered together since none of them alone is diagnostic of 


acute pancreatitis. 


Leads to transient endocrine and exocrine 


pancreatic dysfunction. 
Resolution varying on severity of pancreatitis 


Usually complete recovery within 6 months-1 


year. 


May progress to chronic pancreatitis after 


repeated episodes. 


Clinical features 


» Important cause of acute upper abdominal pain. 
» Similar to a number of other acute illnesses. 


> Difficult to base a diagnosis only on symptoms 


and signs. 


» Disease varies in severity and the diagnosis is 
often missed at the extreme ends of the 


Spectrum. 


Aetiology 


Gallstones and Alcohol (97%= most common causes) 
Hypertriglyceridaemia 

Hypercalcaemia 

Genetic mutations (Cystic fibrosis) 


Drugs 


UNCOMMON CAUSES 


» Post ERCP 
> Auto-immune 
» Trauma 


> Idiopathic 


Demographics 


v 


2 most common causes in adults - gallstones and alcoholism. 


v 


Acute gallstone pancreatitis occurs more often in women 


v 


Alcoholic pancreatitis occurs more often in men 


v 


Incidence increases with age 


v 


Onset in the first decade suggests a hereditary cause (eg, 


hyperlipidaemia or hereditary chronic pancreatitis), infection 


(eg, MUMPS), or trauma 


Symptoms 


Almost all patients - acute upper abdominal pain at the onset. 


Pain is steady and may be in the mid-epigastrium, RUQ, or 
diffuse 


Biliary colic, which may herald or progress to acute pancreatitis, 
may occur postprandially. (Billiary colic occurs post-prandially 
while pancreatic pain occurs constantly)... Billiary colic is seen 


with transient billary obstruction) 


Pancreatitis related to alcohol frequently occurs 1-3 days after a 


binge or cessation of drinking. (Yep the famous one) 


» Pain can last for days - unlike biliary colic which last 6 - 8 hrs 


> Onset is rapid, but not as abrupt as that with a perforated viscus 


> Reaching maximum intensity within 10 to 20 min (then 
improves nyana) 


» Band-like radiation to the back 
» Painless disease is uncommon 5-10% 


> Sometimes diagnosed only on postmortem examination (via 


histology) 


Associated nausea and vomiting 


Restlessness, agitation, and relief on bending forward 
Fulminant attacks may present in shock or coma. 


Pain usually severe enough to require a visit to the emergency 


department and admission to the hospital. 


Patients with recurrent episodes of pancreatitis or acute flares 
of chronic pancreatitis sometimes manage their flares at home 


by staying on clear liquids for a few days 


Physical examination 


Vary depending upon the severity of an attack 
Systemic features include: 

> fever, 

» Tachycardia 

» In Severe cases= shock and coma. 

In Mild disease= the epigastrium may be minimally tender 


Severe episodes are often associated with abdominal distension, tenderness and 
guarding 


Respirations may be shallow due to diaphragmatic irritation from 
inflammatory exudate, 


Dyspnoea may occur if there is an associated pleural effusion. 


Ecchymotic discolouration in the flank (Grey-Turner's sign) or the 
periumbilical region (Cullen's sign) occurs in 1 % related to peritoneal 


hemorrohage. 


Intra-abdominal haemorrhage and are associated with a poor prognosis 


Obstruction of CBD due to choledocholithiasis or oedema of the head of 


the pancreas, can lead to jaundice. Alcohol pancreatitis= no jaundice. 


Epigastric mass due to pseudocyst formation 


Laboratory 


» Serum or urinary levels of pancreatic 


digestive enzymes 


» Serum or urinary levels of 


nonenzymatic pancreatic secretions 


> Immune/nonspecific markers of 


inflammation 


Pancreatic enzymes 


> Breakdown in the synthesis-secretion coupling of pancreatic 


digestive enzymes 
» Synthesis continues while there is a blockade of secretion 


» Digestive enzymes leak out of acinar cells through the 
basolateral membrane to the interstitial space and then the 


systemic circulation, this is what causes inflammatory response. 


» Mechanism for early rise in serum concentrations of pancreatic 


digestive enzymes 


» Rises within 6 to 12 hours of onset 


» Cleared fairly rapidly from the blood 
(half-life approximately 10 hours) 


» Uncomplicated attacks, serum 
amylase is usually elevated for three 


to five days. 


AMYLASE CONT... 


Nonspecific finding because it occurs in a number of conditions 
(Memorise) 


Cholecystitis 
Intestinal obstruction 
Renal failure 

Acidosis / Ketoacidosis 
Parotitis 

Salpingitis 

Alcoholism 


> 3x ULN 


May be normal or minimally elevated 


Urine amylase 


> Hyperamylasuria occurs in acute pancreatitis 


» Normal 3 percent amylase-to-creatinine clearance 
ratio - 3% of filtered amylase Is excreted, 


increases to 10% 


100 or 1000 doesn’t mean it’s worse.) 


Other pancreatic enzymes 


» Phospholipase A, trypsin, carboxyl 
ester lipase, carboxypeptidase A, 


and co-lipase. 


» None of these has significant clinical 


advantage over amylase and lipase 


Markers of immune activation/nonspecific 


markers 


> Predicting a severe outcome 
> IL-6, IL-8, IL-10, TNF, PMN elastase, and C- 
* C-reactive protein > 150 mg/dL at 48 hours 


Radiologic features 


Abdominal plain film (Abd XRAY) 


exclude other causes - Can see stoned calcified 


pancreas, bowel obstruction or bowel perforation. 


Range from unremarkable in mild disease to localized 
ileus of a segment of small intestine ("sentinel loop") 


or the "colon cutoff sign" in more severe disease 


Chest film (CXR) ... Resp stuff is cause pancreatic juices can 


spill into lungs and cause the ff) 


Elevation of a hemidiaphragm 


complications. (Usually left-sided pleural effusions) 


> Abdominal ultrasound 


» Diffusely enlarged, hypoechoic pancreas - classic 


ultrasonographic image. (Bulky pancreas with dilated 


> May Detect gallstones in the gallbladder 


» Most important imaging test for the diagnosis of 


acute pancreatitis and its intra-abdominal 


complications 


> I!!! Assessment of severity (NB!!!) 


» No improvement with initial conservative therapy 
or suspected of having complications or other 


conditions 


Establishing the cause 


> Gallstones and alcohol abuse account for 60 to 75 %. 
> Differentiation- important therapeutic implications 


» Elimination of the cause in either condition may 


prevent further attacks. 


> Recurrent attacks of acute pancreatitis suggest an 


alcoholic etiology. (Patient ilokhe iphuza) 


Patient can undergo ERCP to alleviate the biliary obstricution and 


prepare for Cholecystectomy to prevent recurrence. 


Unrecognised gall stones may have recurrent biliary colic, 


pancreatitis, or cholecystitis 


Acute biliary pancreatitis discharged from the hospital without a 


cholecystectomy - 30 to 50% develop recurrence of pancreatitis 


Cholecystectomy in biliary pancreatitis is imperative 


> 


Various scoring systems 
» Ransons 

> APACHE II 

» Marhalls 

» BISAP 

Assess severity 


vv 


Triage patients requiring ICU admission 


v 


Predictors of mortality 


NON-GALLSTONE PANCREATITIS 


(1974) 


At Admission 
Age >55 yr 


White blood cells >16,000/mm° 

Blood glucose >200 mg/dL 

Serum lactate dehydrogenase >350 IU/L 
Serum aspartate aminotransferase 


2250 IU/L 
During Initial 48 hr 


Hematocrit decrease of >10 % 
Blood urea nitrogen increase of 


>5 mg/dL 
Serum calcium <8 mg/dL 
Arterial po, <60 mm Hg 


Serum base deficit >4 mEq/L 


Fluid sequestration >6 L 


GALLSTONE 
PANCREATITIS (1982) 


Age >/0 yr 
>13,000/ mm” 
2220 mg/dL 
IU/L 
2250 IU/L 


>10% 
>? mg/dL 


<8 mg/dL 
NA 

>5 mEq/L 
>4 L 


Local complications 


> Necrotizing pancreatitis and abscess 


> Gastrointestinal bleeding 
> Bowel compression 


» Bowel fistula 


Based upon the severity of the condition 


Most attacks - mild, recovery occurring 5-7 days 
Death is unusual 


Severe necrotizing pancreatitis is associated with 
a high rate of complications and significant 


mortality 


» Aimed at correcting any underlying predisposing 


factors and the pancreatic inflammation itself 


> Supportive care 


» pain control, intravenous fluids, and correction of 


electrolyte and metabolic abnormalities 


> majority of patients require no further therapy 


> Severe acute pancreatitis 


» Intensive care unit monitoring and support of 
pulmonary, renal, circulatory, and hepatobiliary 


function 
» Pain management 
> Abdominal pain is often the dominant symptom 


> IV opiates 


» Nutrition 


» Enteral / parenteral 


v 


Infection 

» Necrosis 

» Systemic antibiotics 

> Percutaneous CT-guided aspiration 


» Surgical debridement of infected necrosis 


